We report a case of acute abdomen due to puncture of a dermoid cyst during oocyte aspiration, which required laparotomy. A woman who had undergone an in-vitro fertilization and embryo transfer required hospitalization due to onset of an acute abdomen. An ultrasonographic scan showed a pelvic mass with the features of dermoid cyst The patient required diagnostic laparotomy which confirmed the presence of a ruptured dermoid cyst with subsequent peritonitis.
Introduction
Transvaginal ultrasonographically guided aspiration of oocytes is a well-accepted and universally used method in most mvitro fertilization (IVF) programmes today (Wikland et al., 1985) . Transvaginal oocyte retrieval under ultrasonographically guided puncture has proved to be a practical and efficient method in large reported series of IVF and embryo transfer patients. While the original laparoscopic method for oocyte collection (Steptoe and Edwards, 1970) involved the occasional complications of general anaesthesia and possible damage to internal organs (Lewin et al., 1985; Mastroyanni et al., 1987) , complications in ultrasonically guided retrievals are rare (Howe et al., 1988; Van Hoorde et al, 1992; Tureck et al, 1993; Marlowe and Lupetin, 1995) .
We report here on a case of acute abdomen due to accidental puncture of a dermoid cyst during oocyte aspiration, which required laparotomy. guided aspiration of oocytes in the context of an IVF-embryo transfer programme in a private centre. There was nothing else noticeable in the past medical history. The IVF-embryo transfer programme involved the use of gonadotrophin-releasing hormone (GnRH) agonist and subsequent gonadotrophin treatment with human menopausal gonadotrophin; the ovulation was induced with a single dose of human chorionic gonadotrophin (HCG). At 35 h after HCG administration, transvaginal sonographically guided oocyte retrieval was performed and after 2 days four embryos were replaced.
On admission, the patient looked anxious and sweaty and complained of diaphoresis. She was pyrexial (38.2°C), her blood pressure was 90/50 mm Hg, and her heart rate was 130 bpm. On physical examination the abdomen was distended and exquisitely tender on palpation of the lower quadrants, with a positive Blumberg sign. Vaginal examination could not be performed because of severe tenderness. Routine laboratory tests were performed, showing marked leukocytosis (16 400/ mm 3 ) and a (i-HCG value <10 IU. All other values were normal (Table I) . Transvaginal ultrasonographic evaluation showed a normal antiverted uterus with an endometnal thickness of <3 mm and a right ovary with two hypo-echogenic areas, 20 and 21 mm in diameter. In the left pelvis a hyperechogenic cyst, 50X34 mm, and a hypo-echogenic structure, 23 X 30 mm, were described in the context of a complex mass measuring 74X77 mm (Figure 1 ). Hyper-echogenic free fluid consistent with the presence of blood was observed in the recess of Douglas. Radiograms of the abdomen (supine and upright views) showed no free i.p. gas, but a round-shaped non-homogeneous calcification was evident in the left pelvis, 30 mm in diameter, suggesting the presence of a dermoid cyst (Figure 2) .
On die same day the patient underwent exploratory laparotomy On opening die abdomen, there was diffuse purulent peritonitis and yellow sebaceous fragments were scattered in the pelvis. The ovaries were both enlarged and cystic in appearance Among several cysts attributable to recent corpora
Case report
A 37 year old woman was admitted to our Unit, with a complaint of general malaise, fever (38°C) and severe colicky pain in the lower abdominal quadrants which had developed gradually during the previous 2 weeks and was preceded by episodes of vaginal bleeding. Three weeks before admission, the patient had undergone transvaginal ultrasonographically Figure 1 . Hyper-echogemc cyst measuring 50 X 34 mm in diameter described in the context of a complex mass measuring 74 X 77 mm in the left pelvis.
lutea, we found a partially opened cyst 5 cm in diameter containing yellowish fluid, which was strongly suggestive of a dermoid cyst Bilateral ovarian resection was performed in order to remove the cysts. Appendicectomy and accurate abdominal lavages with Ringer solution were performed before completing the intervention. In the following 2 days the patient's body temperature returned to normal values; white cell count fell to 7200/mm 3 on day 7 (Table I ). The patient was discharged in a good state of health on day 9. Microscopical examination of the ovaries showed the presence of two dermoid cysts. 
Discussion
Laparoscopic follicular aspiration was the most prevalent method of oocyte retrieval for the first several years in IVF programmes and still finds application in related procedures such as gamete intra-Fallopian transfer (GIFT; Steptoe and Edwards, 1970) . More recently, transvaginal follicle aspiration using a transvaginal transducer, first reported by Wikland et al (1985) , has become the dominant approach worldwide. This technique has significant advantages as compared to laparoscopy, such as decreased recovery time, avoidance of general anaesthesia and carbon dioxide pneumopentoneum, reduced operative time and lower morbidity (Lewin et al, 1985; Mastroyanni et al, 1987) . However, complications may occasionally occur with transvaginal ultrasonographically guided oocyte retrieval, such as puncture of a pelvic vein or postretrieval pelvic infection (potentially leading to adnexal abscess formation) (Howe et al, 1988; Van Hoorde et al, 1992; Tureck et al, 1993; Marlowe and Lupetin, 1995) . Other complications may derive from accidental rupture of pre-existing cystic formation present in the pelvis.
We have reported here a case of acute abdomen following dermoid cyst rupture during oocyte retrieval, representing an example of potentially life-threatening complications which may rarely occur in the course of ultrasonically guided ovum retrieval for IVF-embryo transfer. However, the occurrence of such complications may be avoided by accurate echographic pelvic examinations to exclude coexisting hazardous conditions (e.g. dermoid cyst). In particular, in our centre every patient undergoing an IVF-embryo transfer procedure is routinely given at least two to three previous pelvic examinations before admission to the IVF programme, in mid-luteal phase before administration of GnRH analogue and during the subsequent menstrual period before starting gonadotrophin treatment. If ovarian cysts are diagnosed during ultrasound examinations, we prefer to remove the cysts before starting the gonadotrophin treatment, Endoscopic cystectomy is usually preferable in fertile women because of the well-known advantages over laparotomy (Hasson, 1990; Mage et al, 1990; Operative Laparoscopy Study Group, 1991) Even the spillage of the cyst's content with spread of sebaceous material in the abdominal cavity does not lead to any complication. In such cases, copious irrigation and washing of the abdominal and pelvic cavities should be performed to cleanse the peritoneal surface (Nezhat et al, 1989; Bollen et al, 1992; Reich et al, 1992; Chapron et al, 1994) . Unfortunately, in our case the patient was submitted to our unit 3 weeks after the oocyte retrieval and at this time the peritoneal irritation due to sebaceous material spilled from the ruptured dermoid cyst was severe and required the laparotomy approach.
In conclusion, this case represents an example of potentially life-threatening complications which may rarely occur in the course of ultrasonically guided ovum retrieval for IVF-embryo transfer. The occurrence of such complications may be avoided by accurately identifying coexisting hazardous conditions at previous ultrasound examinations.
